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Abstract 
Objective: Accumulating evidence has seen increasing use of observation stays for patients presenting to 
EDs requiring diagnostic workup or time-limited treatment plans, but critics suggest that this expansion 
DULVHV IURP KRVSLWDOV¶ FRQFHUQV WR PD[LPL]H UHYHQXH DQG VKLIWV FRVWV WR SDWLHQWV Perspectives of 
physicians making decisions to admit, observe or discharge have been absent from the debate. We 
examined the views of emergency physicians in the US and England on observation stays, and what 
influences their decisions to use observation services. 
Methods: We undertook in-depth, qualitative interviews with a purposive sample of physicians in three 
hospitals across the two countries, and analyzed these using an approach based on the constant-
comparison method. Limitations include the number of sites, whose characteristics are not generalizable 
to all institutions, and the reliance on self-reported interview accounts. 
Results: Physicians used observation status for the specific presentations for which it is well-evidenced, 
but acknowledged administrative and financial considerations in their decision making. They also 
highlighted an important role for observation not described iQWKHOLWHUDWXUHDVDµVDIHVSDFH¶UHODWLYHO\
immune from the administrative gaze, where diagnostic uncertainties, socio-medical problems and 
medico-legal challenges could be contained. 
Conclusions: Observation status increases the options available to admitting physicians in a way that 
they valued for its potential benefits to patient safety and quality of care, but some of these have been 
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neglected in the literature to date. Reform to observation status should address these important but 
previously unacknowledged functions. 
Introduction 
Background 
When emergency physicians need additional time to evaluate patients prior to a decision to admit or 
discharge them, they may place them in observation²an increasingly utilized hospital-based ambulatory 
service.1±6 Used appropriately, observation helps resolve diagnostic uncertainty and instigate time-
limited treatment plans while minimizing the potentially adverse consequences of full hospital admission. 
In the US, research finds that observation not only affords physicians additional time to make an accurate 
diagnosis, but also represents a cost-effective substitute for short-stay admissions that could save the 
healthcare system up to $3bn a year.7±10 Similarly, in England, research finds that observation can reduce 
unnecessary inpatient admissions, inappropriate emergency department (ED) discharges, and length of 
stay.11±15 
However, others are critical of observation stays. In the US, studies have found that observation is 
used for a much wider range of diagnoses than indicated by the Centers for Medicare and Medicaid 
Services (CMS), and often for more than 48 hours,16 with dubious clinical or cost benefit, and potential 
negative consequences for patients. Observation stays may shift healthcare costs to patients, because they 
are classified as outpatient care, even though patients can remain overnight in the hospital. As such, 
patients are liable for a 20% copayment²and for up to 100% of hospital charges for all prescription 
medications and supplies, and any room and board beyond 48 hours,17 increasing out-of-pocket expenses 
for some patients in highly-publicized incidents.18 Recent Medicare policy changes have sought to 
simplify classification of observation status;19 nevertheless, some claim that hospitals are increasing their 
use of observation stays to reduce inpatient claim denials under the Recovery Audit Contractor (RAC) 
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program, DQG DYRLG ILQDQFLDO SHQDOWLHV LPSRVHG IRU KLJK UHDGPLVVLRQ UDWHV E\ &06¶ +RVSLWDO
Readmissions Reduction Program.20±22 Yet recent work suggests that the increase in observation stays is 
QRW DWWULEXWDEOH WR KRVSLWDOV¶ HIIRUWV WR reduce their readmission rates.23 One study found that use of 
observation in the Veterans Administration (VA) is increasing at a similar rate as in Medicare, even 
though VA hospitals are subject to neither RAC audits nor the Readmissions Reduction Program.4 This 
casts doubt as to whether these policies are truly what is driving the increase in the use of observation 
stays, and raises the question of what is actually behind the increase. 
In England, observation stays are also increasingly prevalent, and National Health Service policy 
may provide an explanation.24,25 EDs in England are struggling with issues of overcrowding and 
increased wait times, and observation may be one strategy for addressing these issues by improving the 
flow of patients through the facility,26 avoiding breaches of the V\VWHP¶V³four-hour standard´²which 
stipulates that patients should spend no longer than four hours in an ED before being admitted or 
discharged, with associated financial and reputational costs for hospitals that fail to meet this standard 
for 95 percent of patients.27 
Importance 
The increasing prominence of administrative, rather than clinical, considerations in discussions of 
observation status has led some commentators to describe REVHUYDWLRQ DV ³PHGLFDO SXUJDWRU\´5 and 
FXUUHQW SROLF\ DV ³PDGQHVV´ GHVLJQHG ³WR FRQIXVH DQG HQUDJH SK\VLFLDQV,´28 who must navigate the 
FRPSOH[LWLHVRILWVUXOHERRNDQGSULRULWL]HELOOLQJFRQFHUQVRYHUSDWLHQWV¶QHHGV29 The Society of Hospital 
Medicine, representing hospitalists who are sometimes responsible for classifying patients as inpatients 
or observation status, recommends the elimination of observation status altogether.30 There is evidence 
of the consternation caused by observation status for physicians, asked to make decisions replete with 
financial, legal and clinical risks for hospital and patient.5,17,30,31 But to date, no systematic study has 
examined observation from the decision-PDNLQJSK\VLFLDQ¶VSHUVSHFWLYHDQGWKHrelative influence of 
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clinical and administrative considerations in these decisions. 
Goals of this investigation 
In this qualitative study, we interviewed a sample of American and English emergency physicians to 
uncover the drivers of observation use. We aimed to use cross-national comparison to illuminate 
commonalities and divergences in practice, highlighting how peculiarities of organization and financing 
give rise to differing norms and conventions of clinical practice that may or may not be driven primarily 
by patient need. By comparing the views of practitioners in two very different systems, we sought 
analytical purchase on the relative importance of drivers that are relatively context-independent (such as 
clinical need) and those that arise from specific features of the American and English systems. 
Methods 
We interviewed 24 emergency physicians using an in-depth semi-structured format. Our sample included 
10 physicians from a university healthcare system in the US Midwest, and 14 from two hospitals in 
central and northern England. The study was approved by the University of Iowa IRB. Capitalizing on 
the professional relationships of emergency physicians on our research team, we contacted potential 
participants by email and/or telephone, informed them of the study, and invited them to be interviewed. 
We attempted to elicit a variety of viewpoints and bolster generalizability by recruiting physicians of 
both sexes and with wide-ranging practice experience. Participants received a $50 Amazon.com gift card 
as a participation incentive. 
We conducted all interviews in person, using a digital audio-recorder to capture data, which were 
then professionally transcribed. The interview guide contained fixed-response and open-ended questions 
(see web appendix 1), developed after reviewing the literature and discussion among co-investigators, 
including American and English emergency physicians. We allowed conversations to evolve naturally. 
We did not ask every question on the interview guide of every participant, and sometimes changed the 
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question order and asked additional questions when interesting, unanticipated topics arose. 
GPM led analysis, using a blend of inductive and deductive approaches informed by the constant-
comparison method.32 He began by reading and rereading each transcript, then coded data, assisted by 
NVivo software, combining a priori themes derived from the existing literature and included in the topic 
guide with themes that emerged in the course of reading the transcripts themselves. A process of 
refinement followed whereby data assigned to each category were re-read, compared with one another, 
and some categories were merged or further disaggregated. BW read all the transcripts, reviewed the 
codes developed by GPM to validate their accuracy and adequacy, and discussed discrepancies until 
reaching consensus.33 Finally, we explored relationships between codes and constructed a narrative to 
explain our data, focusing on similarities and differences between the American and English findings. 
Results 
Twenty-four physicians (five women and 19 men) were interviewed for the study.  Their post-residency 
practice experience ranged from two to 17 years for the 10 US participants (mean eight years), and from 
one to 15 years for the 14 English participants (mean seven years). 
We briefly compare the forms and functions of observation stays in England and the US, and the 
drivers behind WKHVH 7KHQ ZH FRQVLGHU SK\VLFLDQV¶ YLHZV of the advantages and disadvantages of 
observation status. Despite cynicism about its growth, most participants saw merit in observation status, 
due in part to the expedited care pathways it offered certain patients. But physicians also emphasized a 
different role for observation, which aligned neither with policy objectives, nor with conventional 
criticisms of observation VWDWXV¶V µPLVVLRQFUHHS¶DVDµVDIHVSDFH¶IRUGHDOLQJZLWKSDWLHQWVZKRIHOO
outside clean diagnostic categories, but whose safety required extended medical oversight. 
1. Observation stays in comparative perspective 
Across all three institutions, physicians described a common set of circumstances behind the rise of 
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observation status. Developments in medical scienceWRJHWKHUZLWKWKHµEHGFUXQFK¶DQGDQLQFUHDVLQJ
awareness of the downsides to hospital admission, meant that greater numbers of patients presenting in 
the ED could and should be treated on ambulatory pathways (Table 1). On a day-to-day basis, though, 
this manifested as a generalized pressure to reduce utilization of inpatient resources as much as possible, 
particularly in EnglandZKHUH³ZHMXVWGRQ¶WKDYHHQRXJKVSDFHIRULQSDWLHQWV´ (England#1). 
Alongside this, the distinctive characteristics of the national context also affected the specific form 
taken by observation. In the US, the application of utilization-management JXLGHOLQHVLQSD\HUV¶SROLFLHV
resulted in a precise definition of observation stays, based on &06¶µWZR-midnights rule¶, and on the 
specific criteria accepted as necessitating inpatient admission. In the American hospital, a team RIµQXUVH
QDYLJDWRUV¶LQFXOFDWHGLQWKHVHFULWHULDZDVHPSOR\HGWRUHYLHZSK\VLFLDQV¶GHFLVLRQVDQGUHYLVHWKHVH
µXSZDUG¶LIDQREVHUYDWLRQSDWLHQW¶VFOLQLFDOSUHVHQWDWLRQPHULWHGLQSDWLHQWDGPLVVLRQRUµGRZQZDUG¶
(if DQ DGPLWWHG SDWLHQW¶V SUHVHQWDWLRQ GLG QRW, as required. Perhaps in consequence of these 
organizational arrangements, physicians in the American hospital had few qualms in referring patients 
for observation rather than as inpatients: ³those ambiguous cases we tend to go more towards obs, and 
ZH¶YHEHHQWDXJKWWKDWLW¶VHDVLer to flip them to inpatient thaQLWLVWRGRZQJUDGHWKHP´US#1). 
In England, the bulk of the caseload seen as appropriate for observation was similar to that in the 
US, with two exceptions. First, English physicians tended to refer larger numbers of relatively short-stay 
patients for observation. The four-hour standard in England²whereby 95 percent of patients must be 
transferred within four hours of attendance²meant that observation stays were used for patients 
requiring diagnostics that were difficult to administer within a four-hour window, who in the US would 
have remained in the ED (Table 1). If asked to say what minimum duration of stay indicated observation, 
English physicians unanimously stated four hours, whereas American physicians largely gave answers 
in the six-to-eight-hour range, likely driven by Medicare reimbursement policies for observation stay, 
which stipulate a minimum of eight hours. Second, there was less inclination to move or re-designate 
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patients whose stay was longer than anticipated as inpatients, in the absence of the financial consequences 
for the hospital or the patient that applied in the US. Financial risks to the patient simply did not apply 
in the English system: there was no prospect of being billed for appropriate or inappropriate use of 
observation or inpatient facilities in a system that remains free at the point of use. That is not to say, 
KRZHYHU WKDW (QJOLVK SK\VLFLDQV¶ GHFLVLRQ PDNLQJ ZDV SXUHO\ FOLQLFDO 7KRXJK VWLOO D VLQJOH-payer 
system, hospitals in England are reimbursed by activity, not capitation, and some aspects of the English 
system have been remodeled in a way that resembles the American managed care model.34 Accordingly, 
the drivers in the two systems had more in common than received comparisons of the American and 
English systems might suggest,35 particularly in relation to the time spent on administrative and financial 
systems. Efforts to maximize reimbursement were noticeable in England as in the US, exemplified in 
RQHSDUWLFLSDQW¶VGHVFULSWLRQRI³DQDUP\RISHRSOH>HPSOR\HGE\WKHKRVSLWDO@FDOOHGFOLQLFDOFRGHUVZKR
MXVW WUROO WKURXJK DQ\ERG\¶V KRVSLWDO HQFRXQWHU DQG ORRN IRU WKLQJV WKH\ FDQ FRGH WR HDUQ LQFRPH´
(England#6). English physicians acknowledged that they had to be cognizant of such concerns, and of 
the four-hour standard, in their practice (Table 1)HYHQLIWKH\KDGUHSHUFXVVLRQVRQO\IRUWKHV\VWHP¶V
ILQDQFHVQRWWKHLUSDWLHQWV¶ 
2. (PHUJHQF\SK\VLFLDQV¶YLHZVof observation stays 
Reflecting the perceived importance of billing criteria (US) and waiting-time standards (England) in its 
rise, participants expressed ambivalent views about observation stays. In both countries, there was some 
cynicism about its expansion. In the US, it was seen to have increased the bureaucratic burden, both in 
terms of auditors whose primary concern was determining an administrative categorization with limited 
clinical significance, and for ED doctors themselves: 
³7KHUHDUHalways more issues that are far more pressing and time-sensitive than what 
level of care this patient needs to be assigned. Does this patient need to be shocked or not: 
WKDW¶VWKHGHFLVLRQVWKDW,¶PXQGHU.´US#7). 
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In England, observation status was similarly contaminated by its association with the four-hour standard. 
In both countries, physicians gave examples of how these issues sometimes influenced clinical decision-
making: 
³>+RVSLWDODGPLQLVWUDWRUV@ZRXOGVHHWKDWIRULQVWDQFHWKHUHDUHQRDFXWHPHGLFDOEHGVLQ
the moment, but there is five empty beds on [observation unit]. They would then actually 
VD\µ2.FRXOGWKHSDWLHQWQRWJRLQWRWKHEHG"¶´England#8) 
³,WGRHVQ¶WDIIHFWPHDWDOODQGLWGRHVQ¶WUHDOO\DIIHFWWKHFDUHWKDWWKHSDWLHQWUHFHLYHV,W
could affect their bill. Whether their outpatient prescriptions are covered and those sorts 
of things. >«@,W¶VDQXLVDQFH´US#4) 
Such influences had no direct impact on the safety of care received by patients, however, and participants 
were clear that the clinical need of the patient always took precedence in their decision-making. 
Accordingly, we found no outright hostility to observation status. 
Indeed, many participants saw observation stays in a more positive light than the literature would 
suggest,17,30,31 and felt that it made important contributions to high-quality care. Broadly, these could be 
split into two categories, following a distinction first made by sociologist Robert Merton:36 the manifest 
functions of observation status²the deliberate, declared objectives of policymakers and 
administrators²and its latent functions²activities that may be just as important and just as prevalent, 
but which are not formally recognized in official policy, regulation or organization. This typology is 
VLPLODUWRRWKHUIUDPHZRUNVVXFKDV+ROOQDJHO¶VGLVWLQFWLRQEHWZHHQµZRUNDVLPDJLQHG¶DQGµZRUNDV
GRQH¶,37 the sometimes-ORRVHUHODWLRQVKLSEHWZHHQWKHµIRUPDO¶DQGµLQIRUPDO¶RUJDQL]DWLRQ38 and the 
GLVMXQFWXUHVRIWHQREVHUYHGEHWZHHQWKHµEOXQWHQG¶DQGWKHµVKDUSHQG¶RIKHDOWKFDUHGHOLYHU\39 
3. The manifest functions of observation 
The manifest functions of observation status were the clearly defined diagnostic and treatment pathways, 
with clear evidence bases, guidance and protocols, which could usually be delivered within 24 hours 
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without recourse to inpatient admission.19 In such cases, physicians were clear that observation presented 
D µZLQ-ZLQ¶ for system and patient, avoiding unnecessary admissions and offering patients speedy 
resolutions: 
³$FODVVLF H[DPSOH LV FKHVWSDLQZKHUHZH UHDOO\ MXVWQHHG WR UXOHRXW DFXWHFRURQDU\
syndrome, and we can do that with a series of EKGs, blood tests and maybe another 
SURYRFDWLYH WHVW >@ ,W¶V D XVHIXO WKLQJ DQG , WKLQN WKDW¶V WKH ULJKW WKLQJ IRU D ORW RI
SDWLHQWV´US#2) 
³7KHUHDUHTXLWHFOHDUSDWKZD\VWKDWWKH\FRPHXQGHU:KHUHLWFRPHVZLWKKHDGLQMXU\
and CT scanning, patients who have possible cervical spine injury, they require a period 
RIREVHUYDWLRQ7KHUH¶VDZDLWIRUWKHPEHFDXVHZHRIWHQKDYHWRZDLWIRUWKHUHSRUWLQJRI
WKHVFDQV´England#4) 
In all three hospitals, conversely, participants stressed the need to avoid using observation stays as a 
catch-DOO IRUSDWLHQWVZLWKRXWGLIIHUHQWLDO GLDJQRVHV ³>ZLWKRXW@ DQ H[SOLFLW GLDJQRVLV DQGDQ LQWHQGHG
FRXUVHRIFDUH>«@WKH\EHFRPHZKDWLVMRNLQJO\UHIHUUHGWRDVFOLQLFDOLQGHFLVLRQXQLWV´US#7), leaving 
SDWLHQWV ³LQ OLPER´ England#2). But used judiciously, observation offered a functional and efficient 
route to effective care for patients with particular, well-defined indications²albeit with the potential for 
greater out-of-pocket cost for American patients. 
4. The latent function of observation 
However, not all patients could be readily assigned to these diagnostic categories and corresponding care 
pathways. Participants noted that much of their caseload was characterized by uncertainty, of a kind that 
was unlikely to be resolved satisfactorily within the ED:KLOH VRPHSDWLHQWVZHUH µQREUDLQHUV¶ IRU
inpatient admission or swift discharge, RWKHUVZHUHLQDµgra\DUHD¶WKDW required careful risk assessment 
and management. Here observation served a second²equally LPSRUWDQWEXWXQLQWHQGHGRUµODWHQW¶²
function.36 
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Thus while explicitly rejecting the use of observation for deferring decisions without an explicit 
care plan, participants also described a particular group of patients for whom there was a legitimate role 
for observation even in the absence of a clear pathway. These included patients whose pathologies were 
\HWWRµGHFODUH¶EXWZho did not meet inpatient admission criteria, or for whom conservative management 
seemed most appropriate: 
³&HUWDLQSDWLHQWVPD\KDYHQRNQRZQPHGLFDOSUREOHPVEXWDUHKDYLQJDEGRPLQDOSDLQV
and you want to watch them to see if that develops into anything worse²appendicitis. 
Maybe in that younger population who you could avoid having to send them to a CAT 
VFDQEHFDXVH WKDW¶VD ORWRIUDGLDWLRQDQG\RX¶YHJRWD-year-old female: you really 
GRQ¶WZDQWWRUDGLDWHKHURYDULHVDW6RPD\EH\RXMXVWZDQWWR watch that patient for 
KRXUV´US#10) 
³:H MXVW VRPHWLPHVQHHG ORQJHUZLWK WKHVHSDWLHQWV WR VHHZKLFKZD\ WKHLUGLVHDVH LV
SURJUHVVLQJDQGWKHUHIRUHZH¶UHVWUDWLI\LQJWKHPUDWKHUWKDQMXVWDYHU\GHILQLWLYHYHU\
black-and-white decision of admission or home. It gives us a third way and it keeps 
SDWLHQWVVDIH´England#13) 
They also included patients for whom discharge would pose significant risks in the short or long term, 
for reasons ranging from the medical to the social: 
³7KHSHRSOHWKDWZHUHDOO\GRQ¶WNQRZZKDWWRGRZLWKDQGWKH\¶UHV\PSWRP-based, like 
MXVWSDLQ>«@)DLOXUHWRWKULYH,WKLQN, is a valid diagnosis to put somebody in the hospital 
IRUDWOHDVWKRXUVWRILJXUHRXWZKDWWKH\DUHJRLQJWRGR´US#3) 
³,ORRNDWWKHLUVRFLDOFLUFXPVWDQFHVDQGWKDW¶VEHFRPLQJPRUHRIDSUHYDOHQWSUREOHP
ZLWKRXUJHULDWULFSRSXODWLRQZKRMXVWGRQ¶WKDYHDQDGHTXDWHVRFLDOQHWZRUNWRORRNDIWHU
WKHP(YHQLIPHGLFDOO\WKH\GRQ¶WQHHGWRFRPHLQIRUZKDWHYHUUHDVRQWKHLUVRFLDOVHWXS
is not good enouJK WKH\ ZLOO RIWHQ ERXQFH EDFN ZLWKLQ  RU  KRXUV DQ\ZD\´
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(England#1) 
,QSUDFWLFHµPHGLFDO¶DQGµVRFLDO¶UHDVRQVIRUREVHUYDWLRQRYHUODSSHGVLJQLILFDQWO\Two patients with 
similar clinical presentations might necessitate very different courses of action, depending on factors 
such as their home circumstances, ability to self-manage, and access to primary care: 
³7KHUH¶VVRPHWKLQJVWKDWFRXOGEHVDIHO\WUHDWHGDVDQRXWSDWLHQWLIWKHVWDUVDOLJQDQGWKH
patient has good care at home. >«@ On paper you can make an outpatient treatment plan, 
EXWVD\WKHSHUVRQGRHVQ¶WZDQWWRJHWWKHLUDQWLELRWLFVRUGRHVQ¶WKDYHDSULPDU\-care 
doctor to follow up with, or has been noncompliant with their medications for the 10 last 
WLPHV \RX¶YH VHHQ WKHP 7KDW in my mind makes that person a high-risk patient for 
RXWSDWLHQWWUHDWPHQWIDLOXUHVRWKDW¶VVRPHERG\WKDW,ZLOOREV DQGDJDLQLW¶VPRUHIRU
WKRVHVRFLDOUHDVRQVZKLFKWKHKRVSLWDOKDWHV´US#1) 
³Particularly for the kids, and honestly for all groups, it depends a lot on the rest of the 
situation. If [...] the parents are there with the kid²and this is a value-judgment call²but 
they seem like engaged parents who are comfortable taking the kid home, who would 
watch the kid closely, and would have good transportation to get back to the emergency 
GHSDUWPHQWLIVRPHWKLQJKDSSHQVZLWKWKHNLGWKHQDORWRIWLPHVZH¶OOVHQGWKRVHpeople 
KRPH&RQYHUVHO\LILW¶VDVLWXDWLRQZKHUHWKHSODFHWKDWWKH\ZRXOGEHJRLQJWRLVQ¶WD
good environment, either kids or adults, >«@ then those patients we would admit to be 
REVHUYHG´US#2) 
³An 89-year-old patient who comes in, has been living on their own, and they just 
generally are not feeling right in themselves. It could be a mixture of medical problems. 
When you go deeper into their social and functional aspect of their things, you might find 
RXWWKDWWKH\¶YHEHHQOLYLQJDORQHIRUDORQJZKLOHDQGWKH\¶UHVWUXJJOLQJ. >«@ These are 
the ones that we typically need some more time where other members of the team can 
12 
 
observe and have a more detailed chat´England#7) 
Finally, in the US in particular, medico-legal considerations also permeated ph\VLFLDQV¶ GHFLVLRQ
making²specifically the fear of being held liable for missing a rare but dangerous pathology. Such 
FRQFHUQV ZHUH DOVR SUHVHQW WKRXJK OHVV SUHYDOHQW LQ WKH (QJOLVK SDUWLFLSDQWV¶ WHVWLPRQ\ Table 2 
provides further examples across the continuum of medical, social and legal reasons for using observation 
offered by physicians in both countries. 
:KDWZDVHYLGHQWZDVWKDWREVHUYDWLRQRIIHUHGDQLPSRUWDQWµVDIHVSDFH¶IRUVXFKSDWLHQWVZKR
lacked positive diagnoses and fell short of criteria for inpatient admission, but whom physicians could 
not in good conscience discharge. Whereas, in the US institution, utilization-management guidelines 
were applied fastidiously for inpatient admissions with nurse navigators and auditors screening each 
admission, use of observation was monitored less forensically (Table 2). Thus while access to inpatient 
status was governed by the inflexible application of tightly-specified administrative categories, 
observation stays allowed ED doctors to deal safely with indeterminate clinical realities: 
³:HGRQ¶WKDYHZHOO-validated clinical decision rules for everything, or even most things, 
that come to the emergency department. So in the absence of one of those, then it becomes 
very Gestalt-GULYHQDQGLW¶VJRLQJWRbe determined by a number of factors, including the 
SDWLHQW¶VVRFLDOVLWXDWLRQ´US#7) 
³6RPHRIWKDWLVLQWXLWLRQMXVWORRNLQJDWVRPHRQHDQGVD\LQJµ+ey, I know that on paper 
WKLVSHUVRQORRNVOLNHWKH\¶UHXQFRPSOLFDWHGEXWWKH\ORRNVLFNHUWKDQWKH\Dre, or their 
health literacy is really low, or they have a terrible social situation¶DQG\RX¶UHQRWJRLQJ
WRGLVFKDUJHWKLVSHUVRQH[SHGLWLRXVO\´US#1) 
Given this misalignment of bureaucratic and clinical worlds, however, there was a sense that the 
safe space provided by observation was also an endangered space. The latent function of observation 
stays currently operated outside the line of sight of administrators and auditors, but this was not 
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guaranteed. Participants in the US hospital noted that as salaried physicians in a major tertiary medical 
center, they were protected from pressures to which peers in other institutions might be subject: for 
providers ³working in a different type of institution where their own personal compensation is more 
closely tied with reimbursements they get for patient care, >«@people practicing in that environment 
would prREDEO\EHPXFKPRUHDWWXQHGWRDOORIWKHVHWKLQJV´US#2)³IURPGLVFXVVLRQVZLWKRWKHUSHRSOH
,NQRZWKH\DUHJHWWLQJLQFUHDVLQJGHJUHHVRISUHVVXUHWREHGLVFKDUJLQJSDWLHQWV´US#7). 
Limitations 
Two limitations of our study in particular should be noted. First, its generalizability may be limited given 
its reliance on participants from three institutions, including only one in the US²and one where 
emergency physicians were salaried employees, which may result in different incentive structures and 
practices from hospitals with self-employed providers. Second, our reliance on interview-based accounts 
of practice may give rise to certain forms of bias in the data collected, most notably social-acceptability 
bias²ZKLFKPD\OLPLWSDUWLFLSDQWV¶DFNQRZOHGJHPHQWRIIRUH[DPSOHWKHLQIOXHQFHRIDGPLQLVWUDWLYH
concerns on their individual clinical decisions. 
Discussion 
Our interviews indicate differences as well as similarities in the development and realization of 
observation status, reflecting the importance of nationally-specific policy in determining eligibility, form 
and function. In particular, observation seemed to be a broader category in England, resulting from the 
four-hour standard (increasing the number of shorter-stay observation patients) and the absence of the 
two-midnights rule (increasing the number of longer-stay patients). Nevertheless, in the main, physicians 
on both sides of the Atlantic described a similar set of patients as candidates for observation, and while 
they expressed resentment at the bureaucratic burden it imposed, they saw it as a useful option for these 
patients LQFRQWUDVWZLWK WKH LQWLPDWLRQVRI WKH OLPLWHG OLWHUDWXUHRQSK\VLFLDQV¶YLHZVRIRbservation 
14 
 
status.17,30,31 
These included patients with clearly indicated diagnostic or treatment pathways, for whom 
observation stays could offer advantages for patients and system²albeit with the potential for greater 
out-of-pocket cost for American patients. These patients followed clear, agreed ambulatory protocols: 
the manifest function of observation status. They also included a very different group of patients²but 
these ZHUHQRWSDWLHQWVZKRZHUHµGXPSHG¶LQREVHUYDWLRQLQRUGHUWRDYRLGLQSDWLHQWFODLPGHQLDOVRU
financial penalties.20±22 On the contrary, these were patients whose clinical presentations did not fit 
administrative categories for inpatient admission, but who in the judgment of physicians in both countries 
could not safely be discharged, for medical, social or legal reasons²or a complex combination of 
interacting medical and social needs that are poorly reflected in reimbursement models and single 
disease-oriented treatment protocols in both countries ,Q SDUWLFLSDQWV¶ YLHZs, these were legitimate 
patients for observation; that such use of observation status was noted in both countries suggests that this 
is a patient group with distinctive needs rather than a byproduct of the way either jurisdiction organizes 
healthcare. But use of observation in this way ran counter to the pressures that had led to its expansion, 
particularly in the US.1,7±10 Thus while observation stays were in part the product of evermore exacting 
criteria for inpatient admissions, they were also used to allow safe practice when those administrative 
categories failed to reflect uncertain clinical realities.  
Consequently, WKHODWHQWIXQFWLRQRIREVHUYDWLRQDVDµVDIHVSDFH¶IRUPDQDJLQJFOLQLFDODQGVRFLDO
uncertainty seemed precarious, given the evermore intensive focus on healthcare resource use with a 
view to cost containment. ED physicians acknowledged that not all hospitals were willing to overlook 
this use of observation status, given the likelihood of incurring costs that payers would not cover, and 
recognized that they were sheltered from the consequences of their decisions in a way that colleagues 
paid on a fee-for-service basis were not²with the potential, as others have noted,29 for clinical decision-
making to be influenced by financial incentives. Our findings also suggest that the potential of 
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observation stays for cost containment may be limited: while for one group of patients it was indeed used 
to expedite care and reduce unnecessary inpatient resource use, for the other it merely brought patients 
out of the immediate gaze of administrators and insurers. This raises the possibility that observation stays 
in the US may be subject to the same scrutiny, and tighter stipulation of eligibility criteria, as inpatient 
care. But we would caution against this: it was evident from our interviews that emergency physicians 
did not take decisions to observe lightly, and that if forced to discharge, there was real potential for 
adverse outcomes in the short term, and increased resource use in the long term. Recent thinking in safety 
science has noted the place of adaptability in response to clinical uncertainty,37,40,41 and the pragmatic 
use of observation status by the physicians in this study might be seen as exemplifying such mindful, 
professional flexibility. Any rush to further formalize use of observation status may thus be ill-advised²
and seeking to expand observation status to account for the breadth of purposes to which it is put in 
practice may have just as many unintended consequences as efforts to WLJKWHQHOLJLELOLW\DQGµOHJLVODWH
RXW¶VXFKXVHV)RUSDWLHQWVZLWKXQFHUWDLQGLVHDVHWUDMHFWRULHVor suboptimal home environments, the 
latitude that currently exists has clinical benefits that could easily be undermined. Baugh and Schuur 
note: ³QRWDOOobservation care is the same; payment reforms should protect patients from excessive out-
of-pocket expenses and reward the efficient care delivered in observation units, which prevents 
prolonged hospitalizations. Public outcry about observation abuses has led to governmental attention, 
EXWUHIRUPVPD\WKUHDWHQDOOREVHUYDWLRQFDUH´18 Our study suggests that a neglected, third function of 
observation²beyond its roots in protocols for specific conditions, and its use to protect revenue from 
inpatient utilization audits²also has clinical and organizational value that should be recognized. 
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Table 1: Physician views of the antecedents of observation care 
Generic factors US-specific factors England-specific factors 
 “&ŽƌŵĞĂƐĂŶŽůĚĞƌƉŚǇƐŝĐŝĂŶ ?ŝƚ ?ƐĂůŝƚƚůĞĚŝĨĨĞƌĞŶƚďĞĐĂƵƐĞ
back in the 70s in the US, you would admit somebody for a 
week for their physical. And they would get their stress test, 
ĂŶĚĂĐŽůŽŶŽƐĐŽƉǇ ?ĂŶĚƚŚĞǇ ?ĚŚĂŶŐŽƵƚ ?tĞĚŽŶ ?ƚĚŽĂŶǇŽĨ
ƚŚĂƚĂŶǇŵŽƌĞ ? ? ?h^ ? ? ? 
 “dŚĞĐŽƐƚŽĨĂďĞĚ ?ƉƌŽƉŽƌƚŝŽŶĂůůǇ ?ƚŽƚŚĞĐŽƐƚŽĨŐĞƚƚŝŶŐŽƚŚĞƌ
tests done, has risen in a disproportionate way. So a CT scan 
before, we used to have one CT scan to do everybody and 
length of scan for CT head used to take you an hour to do. 
Now, a CT head takes under ten minutes to get done with 
three scanners working around the clock. So the 
proportionate cost of that has falleŶĐŽŶƐŝĚĞƌĂďůǇ ? ?
(England#10) 
 “/ƚ ?ƐŶŽƚďĞŶŝŐŶũƵƐƚƉƵƚƚŝŶŐƐŽŵĞŽŶĞŝŶƚŚĞŚŽƐƉŝƚĂůďĞĐĂƵƐĞ
ƚŚĞŚŽƐƉŝƚĂů ?ůĞƚ ?ƐĨĂĐĞŝƚ ?ŝƐǁŚĞƌĞĂůůƚŚĞƐŝĐŬƉĂƚŝĞŶƚƐĂƌĞ ?^Ž
you get admitted, you get put in for something that really 
ĚŝĚŶ ?ƚŶĞĞĚŝƚĂŶĚƚŚĞŶǇŽƵŐĞƚƉŶĞƵŵŽŶŝĂ ? ? ?h^ ? ? ? ? 
 “WŝƐĂŶĞǆĂŵƉůĞ ?/ǁŽƵůĚŚĂǀĞŶĞǀĞƌŚĂǀĞĚƌĞĂŵĞĚĂďŽƵƚ
sending a pulmonary embolism home in the 90s, ever. Now, 
ŝƚ ?ƐůŝŬĞK< ?ǇŽƵŐŽƚĂƐŚŽƚŽĨ>ŽǀĞŶŽǆ ?ƚŚĞǇ ?ƌĞƐƚĂďůĞ ?ǁĞ
started them on Coumadin. They can follow up tomorrow 
with their doĐƚŽƌ ?WĞƌĨĞĐƚ ? ? ?h^ ? ? ? 
 “dŚĞŵŽƐƚƌĞĐĞŶƚŽŶĞƚŚĂƚ ?ƐĐŽŵĞƵƉŝƐƉĂƚŝĞŶƚƐǁŝƚŚ
pulmonary embolism, that is a group of probably 50% of them 
or maybe 30% that we can now manage as outpatient so they 
ĚŽŶ ?ƚŶĞĞĚƚŽĐŽŵĞŝŶ ?tĞƵƐĞĚƚŽĂĚŵŝƚĂůůŽĨƚŚĞŵ ? ?
(England#1) 
 “/ƚĂůůĐŽŵĞƐĚŽǁŶƚŽƉĂǇƐƚƌƵĐƚƵƌĞĂŶĚǁŚĂƚǇŽƵĐĂŶ
bill for, what Medicare, more importantly, will pay for. 
^ŽũƵƐƚƌĞĐĞŶƚůǇǁĞ ?ǀĞŐŽŶĞƚŚƌŽƵŐŚĂďŝŐŽǀĞƌŚĂƵůŽĨ
needing to meet certain objective requirements to be 
an inpatient. At least in my experience, in the past, 
ǁŚĞŶ/ƐƚĂƌƚĞĚƚƌĂŝŶŝŶŐ ?ƚŚĞƌĞǁĂƐŶ ?ƚƚŚĂƚĂǀĂŝůĂďůĞ ?Žƌ
ƚŚĞƌĞǁĂƐŶ ?ƚƚŚĂƚƉƵƌƉŽƐĞ ?/ƚǁŽƵůĚƐŝŵƉůǇďĞƚŚĞ
physical would decide one way or another. And now, 
with more regulatory bodies, the payers who are 
doing this, we really do have more restrictions on 
ǁŚĂƚǁĞŶĞĞĚƚŽƐĞĞ ? ? ?h^ ? ? ? 
 “tĞŚĂǀĞĂŶƵƌƐĞŶĂǀŝŐĂƚŽƌŝŶƚŚĞĚĞƉĂƌƚŵĞŶƚ ?ĂŶĚ
ƚŚĞǇ ?ƌĞƉƌĞƚƚǇǁĞůů-versed with Milliman criteria. And 
they will assist us in establishing should this be an 
ŽďƐĞƌǀĂƚŝŽŶƉĂƚŝĞŶƚŽƌĂŶŝŶƉĂƚŝĞŶƚ ? ? ? ?KĨƚĞŶǁe get 
talked to about, oh, this patient came in as an 
ŝŶƉĂƚŝĞŶƚďƵƚƚŚĞǇĚŝĚŶ ?ƚŵĞĞƚĐƌŝƚĞƌŝĂĨŽƌƚŚĂƚ ?ƐŽ
ǁĞ ?ƌĞŶŽƚŐŽŝŶŐƚŽŐĞƚƉĂŝĚĨŽƌƚŚĂƚĨŽƌŵĂŶŝŶƐƵƌĂŶĐĞ
ĐŽŵƉĂŶǇ ?ƐƐƚĂŶĚƉŽŝŶƚ ?^ŽƚŚĞǇƉƵƐŚƚƌǇŝŶŐƚŽŵĂŬĞ
ƐƵƌĞǁĞŵĂŬĞƚŚĞĐŽƌƌĞĐƚĚĞĐŝƐŝŽŶƵƉĨƌŽŶƚ ? ?(US#5) 
  “/ĨǇŽƵ ?ƌĞĐŽŶĨƵƐĞĚ ?/ƚŚŝŶŬƚŚĞǇďƵŵƉŝƚƵƉƚŽƚŚŝƐ
external auditing company. And they actually 
ƐŽŵĞƚŝŵĞƐǁŝůůĚŽŝƚŝŶƌĞĂůƚŝŵĞ ?zŽƵ ?ůůƐŽŵĞƚŝŵĞƐŐĞƚ
phone calls while the patient is still in the emergency 
ĚĞƉĂƌƚŵĞŶƚƐĂǇŝŶŐ ? ‘,ĞǇ ?ǇŽƵŵĂĚĞƚŚŝƐƉĂƚŝĞŶƚŽďƐ ? ?
hƐƵĂůůǇŝƚ ?Ɛ ? ‘zŽƵŵĂĚĞƚŚŝƐƉĂƚŝĞŶƚŝŶƉĂƚŝĞŶƚ ?ƚŚŝƐ
ƉĂƚŝĞŶƚƐŚŽƵůĚďĞŽďƐ ? ? ? ?h^ ? ? ? 
 “ ?dŚĞǇ ?ŚĂǀĞďĞĞŶĐƌĞĂƚĞĚŵŽƌĞƚŽĚĞĂůǁŝƚŚƚŚĞ
patients that potentially will be discharged after 
an extended period of observation or extended 
period of ǁĂŝƚŝŶŐĨŽƌƚĞƐƚƐ ?/ĚŽŶ ?ƚƚŚŝŶŬƚŚĂƚƚŚĞ
idea was to avoid breaches [of the four-hour 
standard] in the first place, but with any kind of 
new intervention that we bring, there is always 
going to be somebody who is looking at an 
opportunistic way of saying,  ‘ĐƚƵĂůůǇ ?ǁĞ ?ǀĞŐŽƚ
a few beds there. The clock stops when they get 
ƚŚĞƌĞ ?ůĞƚ ?ƐĚŽŝƚ ? ? ? ?ŶŐůĂŶĚ ? ? ? 
 “tĞŚĂǀĞĂĐůŝŶŝĐĂůĚĞĐŝƐŝŽŶƵŶŝƚǁŚŝĐŚŝƐƌƵŶďǇ
ƚŚĞĞŵĞƌŐĞŶĐǇĚĞƉĂƌƚŵĞŶƚ ?ŝƚ ?ƐƐƉĞĐŝĨŝĐĂůůǇĨŽƌ
people who are awaiting a decision that will take 
them beyond the four-ŚŽƵƌƚĂƌŐĞƚďƵƚǁĞ ?ƌĞŶŽƚ
ĐůĞĂƌůǇĞǆƉĞĐƚŝŶŐƚŚĞŵƚŽďĞĂĚŵŝƚƚĞĚ ? ?
(England#12) 
 “,ŽƐƉŝƚĂůŵĂŶĂŐĞŵĞŶƚĚŽĞƐƚĞŶĚƚŽŐĞƚ
involved, especially considering the bed 
pressures and the whole winter season coming 
in, and the whole bed management of the entire 
location. In [this area] they do tend to get 
interested in the decision making and they tend 
to have interest in using the beds, observation 
beds at times for the patients who are awaiting a 
ŵĞĚŝĐĂůďĞĚ ?ƐŽƚŚĞǇƚĞŶĚƚŽĂƐŬĨŽƌƚŚĂƚ ? ?
(England#7) 
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Table 2: Observation as a safe space for patients with unresolved medical, social and legal issues 
Medical considerations: diagnostic 
uncertainty 
Socio-medical considerations: personal and familial 
circumstances and patient safety 
Medico-legal considerations: liability and risk of 
litigation 
 “tĞĚŽŶ ?ƚŶĞĐĞƐƐĂƌŝůǇŚĂǀĞĂĚŝĂŐŶŽƐŝƐ ?dŚŝƐŝƐ
ƐŽŵĞŽŶĞǁŚŽ ?ƐƐŝĐŬďƵƚǁĞ ?ƌĞŶŽƚƋƵŝƚĞƐƵƌĞĨƌŽŵ
what. One of the first determinations is, are they 
safe to go home? Would they be able to care for 
themselves? [...] If we try to put someone in as a 
ĨƵůůĂĚŵŝƐƐŝŽŶƚŽƚŚĞŚŽƐƉŝƚĂůĂŶĚƚŚĞǇĚŽŶ ?ƚŵĞĞƚ
ĞŶŽƵŐŚĐƌŝƚĞƌŝĂ ?ƚŚĞŶƚŚĞǇ ?ůůŐŽŝŶĂŶŽďƐƐƚĂƚƵƐ
patient. If their vital signs look okay, the patient 
looks fairly decent, but you just have that overall 
determination they are not safe to go home then 
ƚŚĞǇ ?ůůƉƌŽďĂďůǇŐŽŝŶĂƐĂŶŽďƐƉĂƚŝĞŶƚ ?tŚŝĐŚ
pretty much just provides tincture of time. We can 
watch for a while and see what evolves. [...] It adds 
to the care of any patient is it just gives you time to 
make decision. Not that physicians are necessarily 
indecisive but sometimes you just need to watch 
and see if the patient declares themselves one way 
ŽƌĂŶŽƚŚĞƌ ? ? ?h^ ? ? ? 
 “/Ĩ/ ?ŵŽďƐŝŶŐƐŽŵĞŽŶĞ ?/ƚŚŝŶŬƚŚĞǇŶĞĞĚƚŚĞ
hospital. I think they need hospital  W not for very 
long, but I think they need the hospital. I guess if 
ƚŚĞǇǁŽƵůĚŶ ?ƚůĞƚŵĞĂĚŵŝƚƚŚŽƐĞƉĂƚŝĞŶƚƐĂƚĂůů ?/ ?Ě
ƉƌŽďĂďůǇĚŽŵŽƌĞŽďƐŝŶŐŝŶƚŚĞZ ?dŚĂƚ ?ƐǁŚĂƚ/ĚŽ
ŽĐĐĂƐŝŽŶĂůůǇŝĨŽƵƌŚŽƐƉŝƚĂůŝƐƌĞĂůůǇĨƵůů ? ? ?h^ ? ? ? 
 “zŽƵŵĂǇďĞĚŽŝŶŐǀĞƌǇůŝƚƚůĞǁŝƚŚƚŚĞŵďƵƚǇŽƵ ?ǀĞ
ŐŽƚƚŚĞĂĚĚĞĚďĞŶĞĨŝƚŽĨƚŚĞĚŝƐĞĂƐĞƉƌŽĐĞƐƐŚĂƐŶ ?ƚ
ƉƌŽŐƌĞƐƐĞĚŽƌŝƚ ?ƐďĞĐŽŵĞĐůĞĂƌĞƌƚŚĂƚŝƚ ?Ɛ
ĂďĚŽŵŝŶĂůƉĂŝŶĂŶĚŶŽǁŝƚ ?ƐŐŽŶĞƚŽƚŚĞŝƌƌŝŐŚƚƐŝĚĞ
ĂŶĚƚŚĞƌĞĨŽƌĞŝƚ ?ƐĂŶĂƉƉĞŶĚŝǆ ?ƵƚƚŚĂƚ ?ƐũƵƐƚďĞĞŶ
a progression of time rather than you are a 
different clinician making a different decision in 
ǇŽƵƌƐůŽǁĞƌŵĂŶŶĞƌŽĨƉƌŽĐĞƐƐ ? ? ?ŶŐůĂŶĚ ? ? ? ? 
 “tĞĚŽƐĞĞ ?ŽĐĐĂƐŝŽŶĂůůǇ ? ? ?-year-old men who are there 
ǁŝƚŚƚŚĞŝƌƚĞĞŶĂŐĞĐŚŝůĚƌĞŶĂŶĚƚŚĞŝƌǁŝĨĞ ?ǁŚŽƐĂǇƐ ?‘/
ĚŽŶ ?ƚǁĂŶƚĂĚŽĐƚŽƌ ?/ŚĂǀĞŶ ?ƚďĞĞŶƚŽĂĚŽĐƚŽr in 20 
ǇĞĂƌƐ ? ?zŽƵƚŚŝŶŬ P ‘dŚĞƌĞ ?ƐŶŽŐƌĞĂƚĨŽůůŽǁ-up plan here. If 
/ƐĞŶĚƚŚŝƐŐƵǇŚŽŵĞ ?ŚĞ ?ƐƉƌŽďĂďůǇŶŽƚŐŽŝŶŐƚŽƐĞĞ
anybody unless he comes back for heart failure. This is 
maybe my chance to intervene, especially if he has risk 
factors with his undiagnosed hypercholesterolemia and 
hypertensions. If I put him in the hospital for 12 hours, 
ĞǀĞŶŝĨŚĞ ?ƐŶŽƚŚĂǀŝŶŐĂŚĞĂƌƚĂƚƚĂĐŬƌŝŐŚƚŶŽǁ ?/ ?ǀĞ
probably impacted his long-ƚĞƌŵƌŝƐŬ ? ? ? ?h^ ? ? ? 
 “/ ?ŵŵƵĐŚŵŽƌĞŝŶĐůŝŶĞĚƚŽƐĞŶĚƐŽŵĞďŽĚǇŚŽŵĞƚŚĂƚŝƐ
well insured, has good follow up, reliable to take the 
medicines that I give them. Then opposed to the person 
that we never met before, seems a little bit socially less 
inclined toward behaving with any kind of order. So those 
are the people that are going to get in trouble because 
ƚŚĞǇĂƌĞŶŽƚŐŽŝŶŐƚŽƐĞĞŬĨŽůůŽǁƵƉ ?ƚŚĞǇ ?ƌĞŶŽƚŐŽŝŶŐƚŽ
take their medicines, they are going to wait until they are 
sicker, and then they are going to come back in and start 
ĂůůŽǀĞƌ ? ? ?h^ ? ? ? 
 “/ĂůƐŽĨĂĐƚŽƌŝŶƚŚĞŬŝŶĚŽĨƚŚĞĨĂŵŝůǇƵŶŝt, purely because 
the child cannot look after themselves very often. So, is 
ƚŚĞƌĞĂƐŽŶƚŚĞǇ ?ǀĞĂƚƚĞŶĚĞĚƐŽŵĞƚŚŝŶŐƚŚĞǇ ?ƌĞ
particularly worried about? Are the parents going to cope 
with whatever I expect of them at home? And also, I do 
tend to factor in the time of day and the geography. If 
ƚŚĞǇ ?ǀĞƚƌĂǀĞůĞĚ ? ?-minutes from one of the outer 
ǀŝůůĂŐĞƐƚŽŐĞƚƚŽƚŚĞŚŽƐƉŝƚĂů ?/ ?ǀĞŐŽƚƚŽďĞŚŽŶĞƐƚ ?ƚŚĂƚ
does make me have a think about kicking them out 
ƋƵŝĐŬůǇŝĨŝƚ ?ƐĂƐŝŐŶŝĨŝĐĂŶƚƚƌĂŶƐŝƚƚŝŵĞƚŽŐĞƚďĂĐŬƚŽƵƐ ? 
/ƚ ?ƐũƵƐƚĂďŽƵƚƐĂĨĞƚǇŶĞƚƚŝŶŐ ? ? ?ŶŐůĂŶĚ ? ? ? 
 “zŽƵ ?ƌĞƐĞĞŝŶŐƚŚĞŵŽŶĞŵŽŵĞŶƚĂƚĂƚŝŵĞŽŶƚŚĞŝƌ
continuum of care. So are they getting better, or are 
ƚŚĞǇŐŽŝŶŐƚŽŐĞƚǁŽƌƐĞ ?tĞĚŽŶ ?ƚŬŶŽǁ ?ŶĚŚŽǁ
ŵƵĐŚƚŝŵĞĚŽǇŽƵŶĞĞĚƚŽĚĞĐŝĚĞƚŚĂƚ ?ŶĚƚŚĂƚ ?Ɛ
where it becomes difficult. So I think people will stay 
longer in the emergency departments because we need 
ƚŽďĞƐƵƌĞƚŚĂƚƚŚĞǇ ?ƌĞŶŽƚŐŽŝŶŐƚŽŐĞƚǁŽƌƐĞ ?ŶĚƚŚĂƚ
gets into liability reform, all of those things, because I 
ĚŽŶ ?ƚǁĂŶƚƚŽƐĞŶĚƐŽŵĞďŽĚǇŚŽŵĞǁŚŽ ?ƐŐŽing to get 
worse and have a bad outcome for them and their 
family, and then even from a lawsuit standpoint. You 
ĚŽŶ ?ƚǁĂŶƚƚŚĂƚĐŽŵŝŶŐďĂĐŬĂƚǇŽƵ ? ? ?h^ ? ? ? 
 “/ǁŝůůĂĚŵŝƚƚŚĂƚƚŚĞŵĞĚŝĐĂů-legal environment in 
ǁŚŝĐŚ/ ?ŵƉƌĂĐƚŝĐŝŶŐŝƐŐŽŝŶŐƚŽŝŵƉĂĐƚŵǇdecision too. 
/Ĩ/ ?ŵǁŽƌŬŝŶŐŝŶƐŽŵĞǁŚĞƌĞůŝŬĞǁŚĞƌĞ/ƚƌĂŝŶĞĚ ?ǁŚŝĐŚ
ǁĂƐ ? ? ?ŽŶĞŽĨƚŚĞŚŝŐŚĞƐƚ ?ŵŽƐƚůŝƚŝŐŝŽƵƐĐŽƵŶƚŝĞƐŝŶƚŚĞ
United States, then I would be far more inclined to 
observe somebody for fear of missing something rare. 
dŚĞŶĐŽŵƉĂƌĞƚŽŝĨ/ ?ŵ working in a place where the 
malpractice environment is very favorable and as long 
as I have done a reasonable job of excluding pathology 
ĂŶĚ/ĚŽŶ ?ƚŚĂǀĞƚŽǁŽƌƌǇĂďŽƵƚďĞŝŶŐƐƵĞĚĨŽƌĂŽŶĞ-in-
a-ŵŝůůŝŽŶŵŝƐƐ ?ƚŚĞŶ/ ?ŵŵƵĐŚŵŽƌĞĐŽŵĨŽƌƚĂďůĞŶŽƚ
observing ƉĂƚŝĞŶƚƐ ? “ ?h^ ? ? ? 
 “/ƚ ?ƐŝŶƚŚĞďĂĐŬŽĨĞǀĞƌǇŽŶĞ ?ƐŵŝŶĚ ?/ƚŚŝŶŬƚŚĂƚ
ƐŽŵĞƚŚŝŶŐďĂĚŚĂƉƉĞŶƐĂŶĚǇŽƵ ?ůůŐĞƚƐƵĞĚ ?/ƚŚŝŶŬŝƚ ?Ɛ
difficult to get that out of your mind in first-world 
ŵĞĚŝĐŝŶĞ ?ǀĞŶŝŶ^ŽƵƚŚĨƌŝĐĂǁŚĞƌĞ/ƚƌĂŝŶĞĚ ?ŝƚ ?Ɛ
becoming more and more prevalent. It is just something 
ƚŚĂƚ ?ƐƚŚĞƌĞ ?/ƚ ?ƐĐĞƌƚĂŝŶůǇŶŽƚĂƐďŝŐŽĨĂŶŝƐƐƵĞĂƐŝŶƚŚĞ
h^ ?ďƵƚŝƚ ?ƐŝŶĐƌĞĂƐŝŶŐ ?/ƚ ?ƐďĞĐŽŵŝŶŐŵŽƌĞĂŶĚŵŽƌĞ
ƉƌĞǀĂůĞŶƚ ? ? ?ŶŐůĂŶĚ ? ? ? 
 
